e carried out 12 arthroscopies of the first metatarsophalangeal (MTP) joint in 11 patients over a five-year period. Their mean age was 30 years (15 to 58) and the mean duration of symptoms before surgery was eight months (1 to 24). Six patients had an injury to the joint; all had swelling and tenderness with a reduced range of movement. In six patients, radiographs revealed no abnormality.
With the introduction in the last ten years of arthroscopes for small joints evaluation of the first metatarsophalangeal (MTP) joint by these instruments has become feasible, but so far the technique has received scant attention.
The first mention of arthroscopy of the MTP joint was by Watanabe, Ito and Fuji 1 in 1986 and Bartlett 2 
Patients and Methods
Between 1992 and 1997, 12 arthroscopies of the first MTP joint were carried out in 11 patients by the senior author (TSS). There were seven men and four women, one of whom had arthroscopy of the right first MTP joint in 1992 and again in 1997. The mean age at operation was 30 years (15 to 58). The mean duration of symptoms before arthroscopy was eight months (1 to 24).
The indication for surgery was persistent pain, swelling and stiffness of the first MTP joint, which was not relieved by conservative measures, in patients who were considered 'too good' for arthrodesis or arthroplasty of the first MTP joint.
Six patients had injured the great toe, but five had no history of trauma. Operative technique. Under general anaesthesia and tourniquet control, the hallux is suspended using a large Chinese finger trap with traction of approximately 2.7 kg over a pulley (e.g. a shoulder holder) attached to the opposite side of the operating table. A 23-gauge needle is inserted into the joint just medial to the extensor hallucis longus (EHL) tendon at the level of the joint. This is then distended with normal saline and a second 23-gauge needle inserted, just lateral to the EHL tendon at the level of the joint.
When a free flow of fluid has been established, longitudinal incisions are made through the skin using a #15 blade. A mosquito forceps is used to spread the soft tissues to identify the capsule. This avoids neural damage especially to the medial dorsal cutaneous branch of the superficial peroneal nerve at the dorsomedial portal. If necessary, in order to see the most plantar aspect of the joint, particularly the sesamoids, an accessory medial portal can be made midway between the dorsal and plantar aspects of the joint. Once again, care needs to be taken to avoid injury to the underlying neurological structures.
A 2.00 mm cannula with a blunt-tipped obturator is inserted into the joint using either of the dorsal portals, and a 1.9 mm arthroscope with 30° obliquity is used (Fig. 1) . A small probe is inserted through the other portal.
The quality of the picture with a 1.9 mm arthroscope is comparable to that obtained with larger arthroscopes. The clarity is further enhanced by a high-flow system of normal saline. By varying the three portals, it is possible to inspect the whole joint, including the articulation with the sesamoids. For procedures within the joint, small instruments are required, the most useful of which are a 2 mm probe, a 2 mm curette and a small joint shaver system. A list of the equipment is shown in Table I .
The wounds are closed with 4/0 nylon sutures and a bulky dressing is applied. The sutures are removed at ten days and exercises begun. Normal shoe wearing is resumed as comfort and swelling allow.
Results
The plain radiographs were abnormal in six patients (Table  II) . One of these (case 10) was noted to have a proximal phalangeal cyst communicating with the first MTP joint, best seen on CT (Fig. 2) . At arthroscopy the cyst was identified and the loose cartilage overlying its opening removed.
Of the five patients whose plain films were normal, one had a technetium bone scan which revealed increased uptake in the region of the first MTP joint (case 12) and at arthroscopy a lesion of osteochondritis dissecans was identified in the metatarsal head (Fig. 3) and debrided.
Three patients required a limited arthrotomy. One (case 2) who was suspected of having a chondral lesion preoperatively, had an exploration to confirm that there was no other abnormality when only synovitis was found, the second (case 8) to complete an extensive synovectomy and the third (case 6) because of failure of equipment.
The patient (case 8/9) who had two arthroscopies of the same joint is a professional rugby league player who has hallux valgus secondary to a congenitally short second metatarsal. He was first seen after an injury and having had a synovectomy and removal of a loose body, returned to full-time professional rugby league. Five years later, because of pain and swelling of the same joint after repeated minor injuries, he had a second procedure. After synovectomy, debridement and excision of a 'meniscoid lesion' (Fig. 4) he returned to professional rugby in six weeks. In view of his career, treatment of the hallux valgus and short second metatarsal has been deferred.
The mean follow-up was 19 months (6 to 62). When last seen all the patients had no or only minimal pain. Nine patients who had had a mild to moderate restriction of movement before surgery regained almost a full range of movement. The two patients who had severe restriction of No patients had neurapraxia as a result of traction with the Chinese finger trap.
Discussion
Although the technology has been available for some years there has been reluctance to undertake arthroscopy of the first MTP joint, a common site of disorder. There have been only two cases reported 2, 3 and a previous description of the technique. 6 According to Ferkel, 5 the indications for arthroscopy of the first MTP joint are chondromalacia, synovitis, osteophytes, loose bodies and arthrofibrosis. To this we would add OCD of the metatarsal head and a bone cyst of the proximal phalanx as found in one of our cases (case 10). All our patients had good relief from pain and marked reduction in swelling after surgery. There was no loss of movement at the first MTP joint and all but one (case 7) regained a nearly full range of movement. In the one patient with arthrofibrosis (case 9) we have described the pathology as a 'meniscoid lesion'. This was presumably a condensation of fibrous tissue which was resected through the arthroscope. Its appearance and consistency were similar to those of the soft-tissue lesion of the ankle as described by Wolin et al. 7 As yet, we have not tried arthroscopic cheilectomy or arthrodesis of the first MTP joint, but there is no reason why these procedures could not be carried out in selected patients in the future.
The technique is no more technically demanding than other arthroscopic surgery although the equipment is delicate and more vulnerable to damage than larger arthroscopes. Inevitably, there is a learning curve. Early in the series two patients had limited arthrotomies, in one to complete an extensive synovectomy and in the other to exclude abnormal pathology. Another patient had an arthrotomy because of failure of equipment. In these two patients, the size of the incision was minimised by accurate location of the lesion using the arthroscope. We believe that there is a small group of patients with disorders of the first MTP joint who are suitable candidates for arthroscopy. These are usually young to middle-aged and have persistent pain and swelling of the first MTP joint which have failed to respond to conservative treatment and are 'too good' for arthrodesis or arthroplasty. The procedure allows an accurate diagnosis and therapeutic procedures can be carried out with rewarding results.
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